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Helping the Helpers after the Bombing in Dhahran: Critical- 
Incident Stress Services for an Air Rescue Squadron 


Maj Frank Budd, USAF BSC 


The mental health clinic at Patrick Air Force Base, Florida, 
requested assistance to provide services to the 71st Air Res- 
cue Squadron, which had 5 people die and 19 people injured in 
the bombing at Dhahran, Saudi Arabia. A multidisciplinary 
team composed of mental health providers and a chaplain from 
bases across Air Combat Command formed the “crisis-inter- 
vention team” to assist Patrick. Within 2 days, approximately 
100 squadron personnel were provided services using the 
Mitchell model of critical-incident stress management, with 
another 100 receiving various additional forms of crisis sup- 
port. Recommendations are made on forming an Air Force 
crisis-intervention team similar to the U.S. Navy’s Special Psy- 
chiatric Rapid Intervention Team and the U.S. Army’s mobile 
combat stress teams. Additionally, the unique features of the 
critical-incident stress debriefings and other interventions 
made are outlined. Although military mental health profes- 
sionals already have an arsenal of interventions at their dis- 
posal, the critical-incident stress-management model outlined 
by Mitchell is seen as a valuable toolbox that will further assist 
our military community maintain mission readiness in an age 
of more frequent and more dangerous military operations. 


Introduction 


‘Ic is much debate these days about how ready the peace- 
time military is for war. There is concurrent discussion 
about how adequate peacetime medical training is in preparing 
for wartime scenarios. '? The recent bombing in Dhahran, Saudi 
Arabia, of a primarily American dormitory shows that the U.S. 
military, especially the mental health community, is always 
“ready, willing, and able.” The military mental health commu- 
nity is closely following its civilian counterparts® in developing 
comprehensive response strategies to both human and natural 
disasters. Critical-incident stress-management training* ° pro- 
vides a valuable toolbox of skills and resources to equip military 
personnel to successfully respond to the psychological stresses 
of war, repeated deployments to worldwide conflicts, and the 
variety of disasters faced at the base level (i.e., domestic homi- 
cide, aircraft mishaps). A comprehensive and preventative 
response strategy is essential because the research literature 
shows that many individuals exposed to critical incidents 
and large-scale disasters develop disabling psychiatric 
symptoms,’~’? and this literature and its application is be- 
coming more specific and sophisticated.’® The importance of 
immediate preventative mental health care, as exemplified by 
the critical-incident stress debriefing, is also demonstrated by 
the fact that after exposure to a critical incident, few people 
will voluntarily seek help.'* Additionally, there is some evi- 
dence that failure to confide in others after a traumatic event 
results in more intrusive thoughts and more physical ill- 
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ness.!° Critical-incident stress debriefings were used during 
an Air Force-wide response to support the personnel affected 
by the terrorist bombing of a military barracks in Dhahran, 
Saudi Arabia. This paper describes the efforts of the Air Com- 
bat Command crisis-response team and local mental health 
personnel who endeavored to assist members of the 71st 
Rescue Squadron, Patrick Air Force Base, Florida, who lost 5 
personnel and had 19 others injured in the bombing. 


The Critical Incident 


As Air Force members prepared to settle in for the night at 
Khobar Towers, a dormitory at King Abdul Aziz Air Base, Dhah- 
ran, Saudi Arabia, the horror and reality of international terror- 
ism reared its ugly head. At approximately 10:30 p.m., local 
time, a fuel truck loaded with approximately 10 tons of dynamite 
exploded less than 35 yards away from the front of one of the 
buildings of Khobar Towers. The bomb blast killed 19 airmen 
and injured more than 400 while leaving a crater 35 feet deep 
and 85 feet wide. The bombing was the second in Saudi Arabia; 
the first, a car bomb in November 1995, killed 5 American 
civilians and 2 Saudis. Those affected by the Dhahran bombing 
were part of a multinational effort (including 2,300 Air Force 
personnel) that monitors United Nations resolutions enforced 
against Iraq after the Gulf War and ensures that Iraqi military 
aircraft do not fly below the 32nd parallel, the so-called “no-fly 
zone.” The military titled this mission Operation Southern 
Watch. Among this contingent were 51 members of the Ist 
Rescue Group, primarily the 71st Rescue Squadron, from 
Patrick Air Force Base, Florida. The 71st flies the HC-130P 
combat search-and-rescue aircraft, providing worldwide sup- 
port for combat forces. 


Initial Crisis Response 


Notification of the bombing, with its potential impact on 
Patrick personnel, was made to Maj Paul Beighley, Flight Com- 
mander, Mental Health, 45th Medical Operations Squadron, at 
7:30 a.m. on Wednesday, June 26, 1996. He learned that of the 
19 deceased personnel, 5 were from Patrick, and that several 
dozen more from the base were injured. By 3:00 p.m., Maj 
Beighley, a psychiatrist, and his team of two psychologists, a 
social worker, and three technicians had organized a crisis ac- 
tion team composed of helping agencies across the base. By 6:00 
p.m., a 24-hour hotline had been established, staffed by mental 
health technicians and chaplains. The next day, several mental 
health personnel presented to the 71st Rescue Squadron to offer 
informal assistance, stress management, and grief counseling. 

Maj Beighley requested assistance from his Major Command, 
Air Combat Command (ACC), when he heard that the injured 
would be arriving in the next several days. In turn, Lt Col 
Soyoung Crabb, Chief of Behavioral Medicine at ACC, gathered 
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together a multidisciplinary team to assist Patrick. This team 
consisted of two psychiatrists, a psychologist, a social worker, 
two mental health technicians, and a chaplain from Air Force 
bases across the United States. Just as remarkable as the influx 
of volunteers to the hospitals treating the wounded in Dhahran 
itself were the numbers of mental health providers calling in to 
volunteer for deployment within 48 hours of the bombing, ac- 
cording to Lt Col Crabb. 

The 71st Air Rescue Squadron began its own efforts to heal 
the pain of the bombing by holding a dinner and support func- 
tion on Thursday night. On Friday, the Mental Health Flight 
offered several voluntary critical-incident stress debriefings, but 
these were poorly attended. This reflected normal ambivalence 
by the squadron to making their people “stir up their painful 
feelings, they have already been through enough.” On Friday 
afternoon, Maj Beighley reinforced the importance of debriefings 
to the 71st Squadron Commander and First Sergeant, resulting 
in the plan to hold multiple, mandatory debriefings the next 
week after the ACC crisis-intervention team was in place. 

As the base struggled to deal with its grief and plan an infor- 
mal memorial service for its deceased comrades, the level of 
stress and confusion skyrocketed as word came that the Presi- 
dent would attend the memorial service. For many individuals 
across the base, this effectively halted the processing of grief, 
even distracting personnel from the memorial’s purpose to its 
process. Additional stress was created by the limiting of those 
permitted to attend the memorial service to the immediate fam- 
ilies of the deceased. True to the old adage that the military is a 
“family” in its own right, several of the deceased were young 
airmen who lived in the dorms and were known and liked 
throughout the squadron and the base. One of the additional 
taskings of the crisis-intervention team would be to process the 
grief and rejection of those Air Force family members, dorm- 
mates, and co-workers who were unable to attend the memorial 
service. 


Critical-Incident Stress Management: A Disaster Team 
Toolbox 


The primary mission of the ACC team was to provide support- 
ive services to the 100 members of the rescue squadron that 
sustained the losses. The Patrick mental health staff relin- 
quished operational control and focused on maintaining conti- 
nuity of care with their established patients and handling any 
psychiatric emergencies that might occur. The ACC team faced 
a significant time constraint, having only 3 days before the 4th 
of July holiday. The entire squadron was seen to be in need of 
assistance because the five deceased members were widely liked 
by both officers and enlisted personnel, and the scene itself, 
Khobar Towers, had been a frequent home away from home for 
the squadron. In fact, many squadron members had been to 
Dhahran several times in the last year, and although they were 
not actually present at the time of the bomb blast, they strongly 
felt that it “could have been them.” The squadron even had 
regular rooms, and several squadron members stated that they 
had as many personal belongings at Khobar Towers as they did 
in their residences at Patrick. 

Given the large number of personnel needing services and the 
limited time in which to provide those services, a structured 
group process was seen as the most effective intervention. In 
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addition, the squadron had issues of grief, job stress from fre- 
quent deployments, and a sense of increased vulnerability 
through their identification with the deceased, all of which 
would need to be addressed in the group process selected. The 
critical-incident stress-management model of Mitchell®” was 
selected because of its ability to incorporate both prevention and 
treatment interventions, the fact that it has been used for 
search-and-rescue personnel previously,!°?® and because it 
was a structured group process well known to the ACC team. 
Critical-incident stress debriefing was chosen as the primary 
intervention with the 71st. The unique aspects of the debriefing, 
and its incorporation of crisis theory and group modes of crisis 
intervention, have been outlined elsewhere’”'!® and will not be 
repeated here. 

Each debriefing averaged about 10 to 12 participants and was 
led by a leader and a co-facilitator. Having a leader and co- 
facilitator for each group helped ensure that few individual or 
group dynamics were missed and helped reduce facilitator fa- 
tigue. After an ACC team member served as a leader in one 
group, he or she would serve as a co-facilitator in another group 
or would sit out a debriefing. All debriefings were held in meeting 
rooms at the squadron headquarters, “on their turf,” and mem- 
bers selected which of three times throughout the day they 
wanted to attend their debriefing. We found some unique issues 
as we walked participants through the seven steps of the de- 
briefing process. The steps outlined by Mitchell, and both our 
twist on these and the 71st Rescue Squadron's unique contri- 
butions to the debriefing process, are outlined below. 


Introduction 


At each time slot for a debriefing, all participants met in the 
squadron auditorium. This was a significant beginning because 
behind the debriefing team and in full view of the attendees were 
several large wreaths and pictures of the deceased squadron 
members, left over from the memorial service the day before the 
start of the debriefings. A member of the local mental health 
team introduced the ACC team. Members were then broken up 
into two groups. Within the debriefing, the leader introduced the 
purpose of the meeting. The seven steps of the debriefing and 
example discussion items within each step were written on a 
board in the debriefing rooms to assist members in acquiring a 
sense of informational control and to reassure them that the 
process was not “therapy”-oriented. The leader stated that no 
one had to talk, but those who did needed to speak for them- 
selves. The term “debriefings” was used without reference to 
critical-incident stress debriefing to help members associate the 
process with mission debriefings. Confidentiality was covered 
and defined as “what is said in the room stays in the room,” as 
was the concept of nonattribution, that there would be no note 
taking or record keeping. 


Fact Phase 


The traditional, “What was your role in the critical incident” 
was modified to, “What is your role in the squadron, and where 
were you and what were you doing when you first heard of the 
bombing?” What emerged was the variety of normal daily expe- 
riences suddenly shattered by news of the bombing. This news 
was, for many, dreaded but not unexpected because the major- 
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ity of attendees had been to Khobar Towers two or three times 
within the previous year and had been keenly aware of their 
vulnerability to terrorism. 


Thought Phase 


For almost all attendees, the first thoughts were, “How many 
of our people are hurt?” Members who had been in Dhahran 
quickly processed the unit’s routine activities at the time of the 
bombing to estimate the bomb’s impact. There was also a 
unique identification with “being there” for those not deployed at 
the time, due to the squadron having fixed rooms in the dormi- 
tory because they deployed there so routinely. One member 
stated, “I had slept in those rooms,” and some even referring to 
the apartments as “my room.” Most members in almost every 
group quickly began to discuss their stresses, from the high 
operations tempo, short manning, and “seeing it coming.” There 
was a resounding sense of intense vulnerability to terrorist at- 
tacks painted with comments such as “We could flick our ciga- 
rette butts off our balcony onto the street below.” 


Feeling Phase 


Thoughts about the “inevitability” of a terrorist attack led to 
feelings of stoicism for some and fractured anger for others. It 
was in this phase that the true mental toughness, dedication to 
the mission, and courage of this unique group of rescue person- 
nel showed itself the most. Aware of their vulnerability to ter- 
rorism, most personnel learned to live with the possibility of 
being injured or killed. Comments such as “I knew there were 
many things I had no control over so I didn’t dwell on it” were 
frequently made. Coexisting with the thoughts of being a terror- 
ist target were feelings of being unappreciated by the Saudis. 
However, their pride in their skills and commitment to each 
other sustained many through these ambivalent feelings. Al- 
though the research literature’? suggests that pilots tend to 
de-emphasize emotion-focused coping, preferring problem-fo- 
cused strategies oriented toward direct action, the coping styles 
of the 71st personnel seem to reflect the fact that focusing on 
action (the requirements of the mission) can also serve to regu- 
late potentially disturbing emotions.”° Specifically, it may be 
entirely appropriate or “healthy” to disengage from one’s emo- 
tions and focus on what can be controlled, one’s own perfor- 
mance to enhance the mission, and not deal with the emotional 
aspects of the situation until the mission is over. This reinforces 
the potential role and benefit of critical-incident stress debrief- 
ings. For without such a place to off-load or process one’s emo- 
tions, individuals are likely to be overwhelmed or “surprised” by 
an outpouring of emotion, as is the surviving relative at a funeral 
who is so busy with the tasks and challenges of arranging for the 
memorial and burial that it is only days or weeks later that their 
own grief emerges. Because there is a mental time lag between 
the funeral and the experience of grief, individuals often feel as 
if they are “losing their mind,” when in actuality their psyches 
are only giving the green light to release the natural emotions 
built up from the event. 

Another prominent feeling that emerged during the debrief- 
ings was fatigue. Several members had not only been deployed 
frequently but had far exceeded the “179-day limit” on deploy- 
ments. Finally, almost every debriefing group had several mem- 
bers who had experienced the death of someone close to them. 
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Most of these members had successfully resolved their grief over 
their losses, but a few struggled with the residue of several 
unresolved deaths, near-deaths, or fears of losing control of 
their feelings should they deal with their grief too closely. These 
individuals were encouraged to utilize follow-up services offered 
by either the mental health service or the chaplain, and two 
individuals needed to be immediately referred because of the 
intensity of their reactions and the multiple, unresolved deaths 
they had experienced. 

Members had been invited to bring their spouses to the de- 
briefings, and their presence often helped members explore 
their feelings in more depth. The debriefings that showed the 
most intense feelings were those that contained a comrade who 
had been injured in the bombing. Their sharing with peers not 
present during the blast helped heal their own intense emotions 
and helped to resolve the feelings of survivor guilt felt by those 
who were not able to “be there.” This is consistent with a recent 
literature review”! that suggested that emotional support is one 
important dimension of social support, with social support itself 
being reliably related to beneficial effects on aspects of the car- 
diovascular, endocrine, and immune systems. There was also a 
sense of empowerment and a reduction of guilt, as those who 
had been stateside found avenues to help their injured peers, 
counter to the helplessness they had felt previously. 

The psychological hardiness?” of these rescuers was made 
powerfully clear in the debriefing to those whose injuries re- 
quired hospitalization. The debriefers for this group reported 
intense respect and admiration for the injured. They noted the 
“strength in adversity,” “sense of humor,” and immediate mu- 
tual rapport (as they observed each other's wounds) and support 
seen among these injured members. Although confronted with 
both physical and mental trauma, these squadron members 
focused on the challenges, not on the trauma, on a commitment 
to thrive, and on what they could control, not what they could 
not. 


Physical Reactions 


It was in this phase that the debriefings frequently had the 
slowest going. These flyers and maintainers were very reluctant 
to admit any impact of their experiences that would imply that 
they were less than 100%. Perhaps this reflected their custom- 
ary minimization of physical symptoms to steer clear of being 
removed from flying duties. Flyers also are known for their 
ability to compartmentalize, or segment, complex situations and 
stimuli into manageable parts. Whether minimization or com- 
partmentalization, these defenses may have adaptive proper- 
ties, because there is research suggesting that the major deter- 
minant of pathological arousal is the cognitive appraisal of the 
event, not necessarily any specific properties of the event (crit- 
ical incident) itself.’* Whatever the reason, there was little dis- 
cussion of heart palpitations or disturbing dreams, although the 
members who were in Dhahran at the time of the blast ex- 
pressed significant anticipatory anxiety the next day as the hour 
of the blast approached. Debriefing leaders and co-facilitators 
often resorted to “throwing out the bait,” describing “frequent, 
normal reactions to traumatic incidents like the terrorist bomb- 
ing” to normalize and give permission to discuss these reactions. 
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Education on Coping 


The predominant coping skill pointed out by the leader re- 
flected the need most professed by the various debriefing at- 
tendees, namely, because life is so short, spend it well and do 
not shortchange yourself by shortchanging your relationships. 
This seemed to be a combination of coping skills, including the 
value of social support, and a readjustment of priorities. It was 
also a need easily met through the group process of the debrief- 
ing. Several attendees pointed out that although they worked 
frequently with the rescuers who had died in the bombing, “we 
had not spent the time we could have to really know them.” They 
followed this with resolutions to “spend more time with each 
other, to truly know each other.” As another member put it, “I 
need to get a life, all I do is work, go home and sleep, and go back 
to work.” 

The members’ desire to know each other more honestly was 
facilitated in the debriefings whenever possible by connecting 
individuals to each other by the common themes presented. 
Consistent with a growing body of literature on the benefits of 
spiritual commitment on physical and emotional health,”°® 
several members stated that their primary coping skill was 
prayer and a deep faith in God. Here, members were encouraged 
to share with each other what specific aspects of their faith 
enabled them to cope with their current and past difficulties. 
Another theme triggered by the bombing was previous experi- 
ence with death. Here, the leader attempted to connect those 
who had resolved grief with those who had not, establishing 
informal mentors or emotional guides, establishing relation- 
ships that could be maintained after the debriefing. Before leav- 
ing this phase for the wrap-up, the leader pointed out how 
important it was for members to continue to talk about their 
experiences with each other and the availability of the local 
mental health, chaplain, and other helpers. Educational hand- 
outs were made available on relaxation skills, normal reactions 
to critical incidents, how to cope with critical incidents, and how 
to talk with children about fears of death. 


Wrap Up 

The leader thanked the members for their attendance, rein- 
forced their survival strengths, and normalized the range of 
emotions that might follow. The importance of social support, 
venting feelings verbally, regular exercise, and keeping a daily 
routine was also emphasized. 


Other Services 


As the debriefings for the Rescue Squadron drew to a close, 
other service opportunities were identified. Spouses of members 
of another squadron on base that had members deploying 
within days also requested assistance. The effect of the bombing 
on children, not just in the squadron but across the base, came 
up, and a discussion group on grief and fears of separation was 
set up for them. This intervention was greatly aided by volun- 
teers from a local hospice that had established developmentally 
appropriate programs for children of all ages. Several requests 
for assistance came from the dorm-mates and friends of the 
young men who had died. Subsequently, a “pizza and discus- 
sion group” was set up at the dorm. The chaplains were also 
identified as in need of a separate debriefing because of their 
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high level of involvement with the personnel across the base, the 
lack of safe outlets for their own emotional processing, and the 
impact that the memorial service and the President's visit (dis- 
placement from their own building) had directly on them. Fi- 
nally, members of the local mental health clinic and the ACC 
crisis-intervention team engaged in a wrap-up discussion and 
shared the personal and professional impact of their involve- 
ment with the base. 


Discussion 


As with every military contingency, there are several lessons 
to be learned from the critical-incident stress debriefings and 
crisis services conducted with the Patrick Air Force Base per- 
sonnel affected by the bombing in Dhahran. 

(1) Terrorism is all too real, and the repercussions of terrorism 
hit hard at home. If we are truly a “family,” it is not just the 
spouses who mourn and feel the emotional aftershocks when 
members are injured or killed. The friends, co-workers, dorm- 
mates, and supervisors are all affected and can benefit from 
interventions such as a debriefing or other crisis group process. 

(2) Although mental health personnel and other disaster- 
response personnel have an array of interventions at their dis- 
posal, we recommend that each military installation have per- 
sonnel specifically trained in critical-incident stress manage- 
ment, grief and trauma counseling, and group procedures, In 
addition, the team should encompass a variety of mental health 
specialties and other helping agencies such as chaplains, Red 
Cross, or Family Support Center/Family Services staff. Enlisted 
members skilled in administrative procedures are also an indis- 
pensable part of the team. 

(3) When the nature or size of the critical incident requires the 
deployment of a crisis-intervention team, we suggest that the 
team have an O6 and the equivalent of an “operations officer” 
before arrival at the deployment sight. Our 06 was a chaplain 
who was familiar with critical-incident stress management and 
who was a former navigator. As an 06 and “flyer,” he was able to 
network as a “peer” with the squadron and base leadership. As 
a chaplain, he was accepted as a consultant to command, and 
therefore able to offer personal support on an individual basis as 
needed, especially to senior leaders who had high stress and no 
outlet. A senior major, a psychologist, served as the operations 
officer to coordinate the conduct of the debriefings and select the 
leader and co-facilitator for each debriefing. 

(4) Should an off-base/post critical-incident stress manage- 
ment team be called in to assist local mental health personnel, 
the operational boundaries should be clear. In contrast to the 
arrangement previously described, some local mental health 
teams may prefer to maintain control or leadership, especially if 
they have good relationships with local unit leadership. Respon- 
sibilities that need to be addressed include identification and 
prioritization of personnel in need of interventions (including 
debriefings), scheduling of interventions and networking with 
chain-of-command personnel who can ensure that members 
attend services offered, and development of a plan for follow-up 
services. As stated previously, the ACC team had responsibility 
for the debriefings and other crisis services. This allowed the 
local mental health team a respite from their stresses and to 
focus on ongoing patient care issues, including walk-in coun- 
seling. 
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(5) The debriefings should have a primary facilitator and a 
co-facilitator. Because the base did not have peer counselors 
trained in critical-incident stress management, the co-facilitator 
was an ACC team member. Having a leader and co-facilitator in 
each debriefing helped defuse the responsibility and stress for 
the team as back-to-back debriefings were performed. 

(6} Normal unit supports such as the flight surgeon, chaplain, 
first sergeant, and commander should be included in the de- 
briefings because of their direct and/or emotional involvement 
with the personnel affected by the critical incident. Normally, 
leadership is not included in a critical-incident stress debriefing 
unless they were also directly involved in the critical incident. In 
this case, both the flight surgeon and the chaplain, and to some 
extent the chain of command, wanted to “protect” the squadron 
from the “intrusiveness” of the debriefing process and became 
initial adversaries instead of resources to coordinate the debrief- 
ings. However, once the debriefings began, the chain of com- 
mand modeled genuineness and openness, although the flight 
surgeon and squadron chaplain had difficulty being partici- 
pants instead of helpers. 

(7) We also recommend that those members injured in a 
critical incident (the bombing) be included in the debriefing 
process with those not injured. A major variable here is whether 
the injured require hospitalization. If so, and assuming that 
there are at least several others also hospitalized, a separate 
debriefing or support service is best done at the hospital. How- 
ever, once discharged, we suggest that they be incorporated 
back into the support services for their unit. This is consistent 
with the military emphasis on preventing combat-stress person- 
nel from developing psychiatric disorders (especially post-trau- 
matic stress disorder) through the principles of proximity, im- 
mediacy, and expectancy. 

(8) Debriefing facilitators need as much information as possi- 
ble on local stress variables preceding the critical incident. This 
knowledge helps the facilitator establish rapport with the mem- 
bers, smoothes out the debriefing process, and is especially 
helpful in the planning of follow-up services. As previously men- 
tioned, this particular squadron was already heavily tasked with 
deployments, had been in the field for a practice exercise the 
week before the bombing, including 12-hour shifts, and was 
grappling with redeployment issues back to Saudi Arabia. In 
addition, this organization was in need of special long-term 
follow-up because the entire 1st Search and Rescue Group was 
moving to Georgia, resulting in a loss of established support and 
routine and the stresses of obtaining housing and spousal em- 


ployment. 


Conclusions 


Although the clinical efficacy of critical-incident stress 
debriefings in resolving acute distress or preventing post- 
traumatic stress disorder has not been consistently 
demonstrated,?”*° the interest in preventing psychiatric 
morbidity among military personnel*° and those exposed to 
extreme trauma and disasters*!*? remains high. Military men- 
tal health professionals are likely to find an increasing need to 
provide rapid, comprehensive, preventative, and group-oriented 
assistance to personnel whose mission effectiveness can be de- 
graded by carrying out hazardous duties on a global scale. With 
the general increase in operational tempo due to the military's 
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growing involvement in operations other than war and opera- 
tions in all parts of the world, especially those in turmoil from 
political and religious conflicts, military personnel will continue 
to be exposed to dangers such as the terrorism that struck 
Dhahran Air Base, Saudi Arabia. With downsizing making every 
individual military member critical to the ongoing success of any 
particular mission, personnel cannot be needlessly lost to the 
traumatic or cumulative effects of the various stresses to which 
they are and will be exposed. At the same time, the military 
medical community, including mental health personnel, are still 
in the grip of further downsizing, making primary and second- 
ary group interventions an essential tool to continue meeting 
the needs of our military community. Critical-incident stress 
management, including the debriefing process, can be an in- 
valuable toolbox of interventions to help bridge the gap between 
a smaller supply of mental health providers and a potential 
increase in personnel affected by critical incidents from military 
deployments. At the same time, critical-incident stress manage- 
ment can serve as a useful training concept for mental health 
providers, because it incorporates prevention and stress resil- 
ience/inoculation training, victim support, crisis intervention, 
significant other (family) support, consultation to leadership, 
and follow-up psychiatric services. This kind of comprehensive 
training in both prevention and early intervention can make 
peacetime training and wartime readiness even more “seam- 
less.” Whether assisting murder victims, suicide survivors, or 
personnel struggling with issues of rape, incest, and domestic 
violence, or providing assistance to victims of earthquakes, 
floods, aircraft mishaps, “friendly fire” tragedies, or terrorist 
bombings, the military mental health team is always ready, 
willing, and able. 
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